GASTRO-ENTERIC intussusception is rare and is almost always due to a benign gastric tumour, the most common being an adenomatous polyp, which may be single or multiple. Other recorded causes include leiomyoma and lipoma. Malignant lesions of the stomach are very rarely complicated by intussusception.
Hobbs and Cohen reviewed 4I cases of gastroduodenal intussusception in I946 and only two were due to malignant lesions, one being a sarcoma and the other a carcinoma, the source of diagnosis of the latter being radiological. These appear to be the only malignant cases so far described.
Childs and Braunstein in 1953 described a case due to leiomyoma of the stomach and presenting with severe epigastric pain and melena. Riccobono and Haskins in I960 recorded two cases of gastroduodenal intussusception, one being caused by benign gastric polyposis and the other by a leiomyoma. Classification (a) The intussusception may be partial or complete according to whether the mucosa alone or the whole thickness of the stomach wall is involved.
(b) The intussusception may be central or lateral.
In the central type the whole circumference of a portion of the stomach is invaginated into the duodenum so that the axis of invagination is parallel to the alimentary axis.
In the lateral type a funnel-shaped invagination is present, the axis being at an angle to the alimentary axis.
(c) It may also be classified into four grades according to the part of the duodenum the apex of the intussusception occupies.
Clinical Manifestations
The initial symptoms are those of the original gastric lesion.
When intussusception supervenes, post-prandial epigastric pain, nausea and vomiting occur due to obstruction. Hgematemesis and melena may also occur due to ulceration or strangulation. The symptomatology can be punctuated by sudden bouts of severe vomiting due to the ball-valve action of the intussusception. A mass may be palpated in the epigastrium, but this can be an inconstant finding, possibly due to intermittent spontaneous reduction of the intussusception.
Radiology
The criteria of diagnosis, as established by Schmitt and recorded by Hobbs and He was given a course of iron therapy and markedly improved. In April I96I he commenced having intermittent attacks of epigastric discomfort and vomiting, and an indefinite mass was palpated in the epigastrium on one occasion, but was not evident at subsequent examinations.
The investigations were repeated. Barium meal showed the characteristic features described above, and in addition there was marked attenuation of the duodenum with dilatation of the proximal jejunum (Figs. I 2 and 3). Hb. 41%. A large amount of occult blood was present in the stools.
A laparotomy was carried out through a right paramedian incision. A large mass was palpated in the proximal jejunum and demonstrated to be due to a gastric intussusception. The proximal jejunum was greatly dilated. Areas of fat necrosis were also noted. The intussusception was reduced to the second part of the duodenum, but could not be reduced further. The duodenum was then opened, revealing a large nodose tumour of the stomach.
The stomach was everted and the duodenum was divided and closed. Multiple glandular metastases were present along both curvatures. However, the liver was apparently clear and there were no peritoneal metastases. Extended partial gastrectomy was then performed. Post-operatively, the patient made satisfactory progress for ten days and then developed massive cedema of the lower limbs and lumbar sacral area, almost cer- tainly due to inferior vena caval thrombosis. A few days later he developed acute renal failure and died.
Permission for autopsy was not granted and we were thus unable to confirm the cause of death.
Pathology
The specimen, as shown, confirms that the intussusception was a complete, central type and an extended Grade IV (Fig. 4) . Histological examination showed the lesion to be a leiomyosarcoma (Fig. 5 ).
Summary
A case of gastro-enteric intussusception due to leiomyosarcoma of stomach is presented.
The classical symptomatology and radiological findings have been outlined and the classification of gastro-enteric intussusception has been reiterated.
